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Abstract. Peritonitis is one of the most common and serious complications of peritoneal dialysis (PD),
significantly impacting the survival of the peritoneal membrane and, consequently, the overall success
of dialysis. Repeat peritonitis, defined as the occurrence of another episode of peritonitis more than four
weeks after the completion of freatment for a prior episode, often requires catheter removal. The most
frequent pathogens involved are skin-related, such as Staphylococcus aureus and coagulase-negative
Staphylococcus, though other bacteria like Escherichia coli (E.coli) and Serratia marcescens (SM) also
pose significant risks, especially with recurrence and poor prognosis. We report three cases of repeat
perifonitis due to different pathogens, which ultimately led fo the removal of the PD catheter. The first
case involved a 45-year-old female with repeat E.coli and SM infections. Despite antibiotic treatment, her
peritonitis recurred, leading to catheter removal. The second case featured a 17-year-old female with
repeat SM infection, where freatment included catheter removal and successful replacement. The last
one described a 74-year-old male with multiple episodes of peritonitis caused by Staphylococcus species,
culminating in severe complications, including Candida superinfection, requiring both catheter removal
and fransition to hemodialysis. These cases highlight the challenges in managing repeat peritonitis and
emphasize the importance of timely catheter removal in preventing further complications and improving
patient outcomes. Moreover, they underline the need for comprehensive monitoring and appropriate
antimicrobial therapy in preventing recurrent peritonitis in PD patients.
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Introduction

Peritoneal dialysis (PD) peritonitis is the most common
and serious complication of PD. It can lead to severe ana-
tomical changes in the peritoneum, limiting the viability of
the peritoneal membrane and thereby affecting dialysis ex-
changes [1].

Repeat peritonitis is defined as the occurrence of a peri-
tonitis episode more than four weeks after the completion of
treatment for a previous episode, caused by the same orga-
nism or a sterile (culture-negative) episode [2].

The most common pathogens responsible for repeat
peritonitis, sometimes requiring the removal of the PD
catheter, are of skin origin: Staphylococcus aureus and coa-
gulase-negative Staphylococcus [3].

However, other bacteria pose serious risks due to their
prognosis and recurrence, particularly infections caused by

SM and E.coli, as they are associated with a higher risk of
technique failure and mortality [4].

We report three cases of repeat peritonitis caused by dif-
ferent germs, which required the removal of the PD catheter.

Case report 1

This case concerns a 45-year-old female patient under-
going continuous ambulatory PD (CAPD) for three years
due to end-stage chronic kidney disease secondary to poly-
cystic kidney disease. She is registered on the national kid-
ney transplant list for a deceased donor transplant.

The patient is autonomous and has a Charlson score
of 2. She is well-monitored and stable (with a nPcr > 0.8),
achieving adequate dialysis clearance and fluid-electrolyte
balance (optimal Kt/V > 2.5 and CHC > 55 ml/min).
She maintains a urine output of approximately 3 liters per
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day, indicating good residual renal function (greater than
7.5 ml/min).

She developed her first Gram-negative peritonitis (En-
terobacter cloacae) in February 2021, two months after PD
catheter placement. It was treated based on the antibiogram
with a single dose of gentamicin (5 mg/kg), ceftazidime
(1 g/day), and ciprofloxacin (500 mg/day) for three weeks,
with a favorable outcome.

In September 2022, she developed a second peritonitis
episode, occurring long after the first. Cytobacteriologi-
cal analysis of the dialysis fluid identified E.coli, which was
treated with two doses of amikacin (1 g) and ceftriaxone
(1 g/day) intraperitoneally for three weeks.

One month after completing her antibiotic therapy, she
experienced a third episode of peritonitis caused by the same
pathogen (FE.coli), classified as repeat peritonitis. This was
treated with two doses of gentamicin (5 mg/kg) and ceftazi-
dime (1 g/day) intraperitoneally for three weeks, with good
clinical and biological improvement.

At the end of December 2022, two months after her
last peritonitis episode, she presented with cloudy dialysis
fluid but remained asymptomatic. Clinically, she was stable.
Laboratory findings indicated an inflammatory syndrome:
leukocytosis (12,100 cells/mm?®) with a predominance of
neutrophils (11,100 cells/mm?®) and a C-reactive protein
(CRP) at 47 mg/L.

Cytobacteriological analysis of the dialysate revealed
12,400 leukocytes/mm? (90 % neutrophils, 10 % lympho-
cytes), and culture identified F.coli and SM, both sensitive
to ceftazidime. Aerobic and anaerobic cultures confirmed
the presence of E.coli.

The initial treatment consisted of intraperitoneal
ceftazidime (1 g/day), cefazolin (1 g/day), and a single dose
of amikacin (1 g). Then, per international recommenda-
tions, therapy was adjusted to intraperitoneal ceftazidime
(1 g/day) and ciprofloxacin (500 mg/day) for three weeks
based on the antibiogram.

Clinically and biologically, the patient showed a favo-
rable response to antibiotic therapy, with the dialysis fluid
clearing after four days of treatment.

To investigate the underlying cause of her recurrent
Gram-negative peritonitis, digestive tract evaluations were
conducted but did not reveal any local cause of bacterial
overgrowth:

— A digestive fibro-colonoscopy (performed under ap-
propriate antibiotic prophylaxis) showed no diverticulosis
or digestive polyps but revealed left colonic angiodysplasia
without metaplasia or dysplasia.

— A biopsy identified antral and fundic gastri-
tis due to Helicobacter pylori, for which she was treated
with metronidazole, amoxicillin, and clarithromycin for
15 days.

— An abdominal angio-CT scan revealed enlarged kid-
neys (20 x 11 x 6 cm) with some renal cystic hemorrhages
but no signs of cyst infection.

Given the recurrence of these intestinal pathogens and
after expert consultation, the PD catheter was removed. The
patient was transitioned to hemodialysis since her peritonitis
was not resolved by antibiotic treatment alone.

Case report 2

This case concerns a 17-year-old female patient who has
been undergoing automated PD (APD) since the age of 11
(in 2016) due to reflux nephropathy. She is well-monitored
and stable (with a good nPCR), achieving adequate dialy-
sis clearance (optimal Kt/V and CHC) and has a Charlson
score of 2. She is autonomous.

She is also registered on the national kidney transplant
list for a deceased donor transplant.

In February 2022 (six years after PD catheter place-
ment), she developed her first episode of peritonitis caused
by SM. Treatment was guided by the antibiogram and con-
sisted of two doses of gentamicin (7 mg/kg) and intraperi-
toneal ceftazidime (1 g/day) for three weeks. The evolution
was marked by good clinical and biological improvement.

Two months later (April 2022), she was admitted for re-
peat peritonitis caused by the same pathogen (SM). Treat-
ment, based on the antibiogram, included two doses of gen-
tamicin (7 mg/kg) and intraperitoneal ceftriaxone (1 g/day)
for three weeks. The patient showed good clinical and bio-
logical improvement.

Four months after her second peritonitis episode, she
presented with abdominal pain, vomiting without diarrhea,
and cloudy dialysate for three days.

Clinically, she was stable but showed an hyperleukocys-
tosis (16,100 cells/mm?), with a CRP at 118 mg/L.

Bacteriological analysis of the dialysate showed
4,370 leukocytes/mm?3 (90 % neutrophils, 10 % lympho-
cytes), and culture confirmed the presence of SM, sensitive
to ceftazidime. Aerobic and anaerobic cultures identified
the same pathogen.

The patient initially received empirical treatment with
intraperitoneal ceftazidime (1 g/day), cefazolin (1 g/day),
and a single dose of amikacin (1 g). Subsequently, only in-
traperitoneal ceftazidime (1 g/day) was maintained accor-
ding to the antibiogram.

The clinical course showed regression of abdominal pain
and vomiting after two days and clearing of the dialysate
fluid after five days of antibiotic therapy.

Since this was the third episode of peritonitis caused by
the same pathogen, and based on the medical literature, the
PD catheter was removed, and a new catheter was simulta-
neously placed on the contralateral side.

Cytobacteriological and parasitological examinations
of the external and internal Dacron cuffs, as well as the
catheter tip, did not reveal any microorganisms. Histopa-
thological examination of the peritoneum showed no ab-
normalities.

Four days after catheter placement, APD was gradually
resumed with low initial fill volumes.

The patient has not experienced any further peritonitis
episodes to date, with a follow-up of one year.

Case report 3

This case concerns a 74-year-old retired nurse with
end-stage chronic kidney disease secondary to diabetic ne-
phropathy. He has been undergoing APD since 2021 and has
a Charlson score of 8. He is autonomous and in good general
condition.
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He maintains a urine output between 1.5 and 2 liters,
with a residual renal function of 8 mL/min and good dialysis
adequacy (optimal Kt/V and CHC).

Six months after PD catheter placement, he experienced
his first episode of peritonitis caused by coagulase-negative
Staphylococcus, which was treated with intraperitoneal ce-
fazolin (1 g/day) and a single dose of gentamicin (7 mg/kg),
leading to rapid improvement.

Seven months later, he developed a second episode of
peritonitis caused by coagulase-negative Staphylococcus and
FE.coli, treated with intraperitoneal ceftazidime, ciprofloxa-
cin, and a single dose of gentamicin (7 mg/kg).

A year later, he presented with a third episode of peri-
tonitis due to Enterobacter cloacae, treated with ceftriaxone
(1 g/day) for 21 days, followed by a fourth recurrent perito-
nitis caused by coagulase-negative Staphylococcus, managed
with intraperitoneal cefazolin (1 g/day) for 15 days.

Two months later, he developed a fifth episode of peri-
tonitis due to Staphylococcus epidermidis and methicillin-
resistant coagulase-negative Staphylococcus, treated with
cefazolin (1 g/day) and ciprofloxacin (500 mg/day) for two
weeks.

Six days after discontinuing antibiotic therapy, he re-
ported mild abdominal pain and dizziness, without fe-
ver. Laboratory findings showed an hyperleukocytosis
(10,100/mm?®), and a CRP at 27 mg/L.

Cytocultures confirmed a sixth peritonitis episode
caused by Staphylococcus haemolyticus, for which he was
treated with intraperitoneal vancomycin. However, the
clinical course worsened, with cloudy dialysis fluid appea-
ring after 11 days of antibiotic therapy. Cytobacteriological
and parasitological analyses revealed a superinfection of the
dialysate fluid with Candida parapsilosis and Staphylococcus
haemolyticus. The patient was subsequently started on flu-
conazole and ceftazidime. To prevent further recurrences
and potentially fatal complications, the PD catheter was re-
moved, and the patient was referred to hemodialysis.

Discussion

Peritonitis is a major cause of treatment failure in pa-
tients undergoing PD. It is secondary to an infection caused
by gram-positive or gram-negative bacteria. It can be mono-
microbial or polymicrobial (particularly in the case of E.coli
infection) [5, 6].

These episodes of peritonitis are more severe because
they cause significant harmful changes to the peritoneal
membrane, which negatively impacts the survival of PD and
increases mortality [7].

Staphylococcus (both coagulase-negative and aureus) is
a gram-positive cocci and is the most frequent cause of re-
lapsing and/or repeat peritonitis related to PD, often exa-
cerbated by poor hygiene [1].

Methicillin resistance is common, but the treatment out-
come remains favorable when cefazolin is used as the first-
line antibiotic, with clinical improvement and rapid clearing
of the dialysate fluid in the first days of treatment [8, 9].

E.coli is a gram-negative bacillus known to be part of
the commensal intestinal flora but can also cause intestinal
and extraintestinal diseases. It is responsible for a significant

proportion of monomicrobial enterobacterial PD-peritoni-
tis patients [5].

Outside the intestinal tract, where it is not virulent,
FE.coli can cause urinary tract infections, pneumonia, bac-
teremia, catheter-related infections, and peritonitis [10].
Several studies have reported variable virulence factors for
this pathogen: the individual characteristics of the affected
patient (age, race, nutritional status, comorbidities) and the
virulence factors of the specific strain involved can deter-
mine the outcome of peritonitis [11, 12].

Unlike other gram-negative organisms that have a poor
prognosis (such as Pseudomonas or Klebsiella), the out-
comes of peritonitis in PD patients caused by E.coli vary,
ranging from relatively favorable results to higher incidences
of treatment failure and catheter removal [6, 13], as shown
in our first case study.

In contrast to the previous common pathogen, SM is
a rare, opportunistic, gram-negative bacterium that is also
part of the Enterobacteriaceae family. It is commonly found
in the urinary, gastrointestinal, and respiratory tracts. The
main risk factors for SM bacteremia include hospitaliza-
tion, insertion of intravenous catheters, PD catheters, uri-
nary catheters, and respiratory tract instrumentation. It is
associated with urinary and respiratory infections, sepsis,
endocarditis, osteomyelitis, ocular infections, and menin-
gitis [14—17]. This bacterium is difficult to treat due to its
intrinsic resistance to certain antimicrobials and is associ-
ated with poorer outcomes compared to other gram-nega-
tive bacteria. A key feature of SM is its ability to produce
beta-lactamase, which confers resistance to broad-spectrum
antibiotics. It is generally resistant to ampicillin, tetracy-
cline, cefazolin, cephalothin, and cefuroxime [18, 19]. It
is sensitive in vitro to the third-generation cephalosporins,
but monotherapy exposes the risk of selection of resistant
mutants and its combination with an aminoglycoside could
also lead to therapeutic failure through mutant selection.
Combination with fluoroquinolones is then recommended
as a means of avoiding the selection of mutants resistant to
third-generation cephalosporins, and the risk of selection is
absent or greatly reduced with fourth-generation cephalo-
sporins (cefepime, cefpirome) which are not hydrolyzed by
cephalosporinases, whatever their level of production. Ano-
ther alternative could be meropenem [20].

These three observations highlight the difficulty in ma-
naging peritonitis that reoccurs despite appropriate antibi-
otic treatment, likely due to the formation of a biofilm. We
suggest that catheter removal should be considered in repeat
and relapse PD-peritonitis cases, which will help control the
infection and prevent septicemia, while permanent transfer
to hemodialysis must be discussed on a case-by-case basis.

Conclusions

PD-peritonitis is the most frequent infectious complica-
tion, and antibiotics alone may not be sufficient to prevent
recurrences and relapses. The removal or replacement of the
PD catheter helps control the infection, prevent infectious
complications and the loss of the PD technique.

Primary prevention (particularly retraining of patients
and medical and nursing staff) and secondary prevention, as
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well as the search for a local cause, are necessary to preserve
the quality of the peritoneal membrane and prolong the sur-
vival of the PD technique [21].

References

1 Salzer WL. Peritoneal dialysis-related peritonitis: chal-
lenges and solutions. IntJ Nephrol Renovasc Dis. 2018 Jun 11;11:173-
186. doi: 10.2147/IJNRD.S123618.

2. Li PK, Chow KM, Cho Y, et al. ISPD peritonitis guideline
recommendations: 2022 update on prevention and treatment. Perit Dial
Int. 2022 Mar,;42(2):110-153. doi: 10.1177/08968608221080586.

3. Wang HH, Huang CH, Kuo MC, et al. Microbiology of
peritoneal dialysis-related infection and factors of refractory peri-
toneal dialysis related peritonitis: A ten-year single-center study in
Taiwan. J Microbiol Immunol Infect. 2019 Oct;52(5):752-759. doi:
10.1016/jjmii.2018.10.013.

4. Carranza AT. Dialysis-Associated Peritonitis due to Ser-
ratia marcescens: A Case Report: PUBI145. Journal of the American
Society of Nephrology. 2023 Nov;34(11 Suppl):1089. doi: 10.1681/
ASN.20233411511089b.

5. Feng X, Yang X, Yi C, et al. Escherichia coli Peritonitis
in peritoneal dialysis: the prevalence, antibiotic resistance and clini-
cal outcomes in a South China dialysis center. Perit Dial Int. 2014
May;34(3):308-316. doi: 10.3747/pdi.2013.00012.

6. Pérez-Fontdn M, Lueiro F. Escherichia coli peritonitis in
patients undergoing peritoneal dialysis: a serious problem that may get
worse. Perit Dial Int. 2006 Mar-Apr;26(2):174-177.

7. Ye H, Zhou Q, Fan L, et al. The impact of peritoneal dialy-
sis-related peritonitis on mortality in peritoneal dialysis patients. BMC
Nephrol. 2017 Jun 5;18(1):186. doi: 10.1186/s12882-017-0588-4.

8. Goldberg L, Clemenger M, Azadian B, Brown EA. Ini-
tial treatment of peritoneal dialysis peritonitis without vancomycin
with a once-daily cefazolin-based regimen. Am J Kidney Dis. 2001
Jan;37(1):49-55. doi: 10.1053/ajkd.2001.2058 1.

9. Szeto CC, Kwan BC, Chow KM, et al. Coagulase negative
staphylococcal peritonitis in peritoneal dialysis patients: review of 232
consecutive cases. Clin J Am Soc Nephrol. 2008 Jan;3(1):91-97. doi:
10.2215/CJN.03070707.

10.  Mueller M, Tainter CR. Escherichia coli Infection. In:
StatPearls. Treasure Island, FL: StatPearls Publishing; 2025 Jan.

11.  Kaper JB, Nataro JP, Mobley HL. Pathogenic Escherichia
coli. Nat Rev Microbiol. 2004 Feb;2(2):123-140. doi: 10.1038/nrmi-
cro818.

12.  Ong LM, Ch'ng CC, Wee HC, et al. Risk of Peritoneal
Dialysis- Related Peritonitis in a Multi- Racial Asian Population. Perit
Dial Int. 2017 1-2;37(1):35-43. doi: 10.3747/pdi.2015.00141.

Information about authors

13.  Zeng Y, Jiang L, Lu Y, et al. Peritoneal dialysis-related
peritonitis caused by gram-negative organisms: ten-years experi-
ence in a single center. Ren Fail. 2021 Dec;43(1):993-1003. doi:
10.1080/0886022X.2021.1939050.

14.  Bizette GA, Lindberg JS, Figueroa JE. Serratia marc-
escens peritonitis in a patient receiving chronic ambulatory perito-
neal dialysis complicated by osteomyelitis. J La State Med Soc. 1995
Feb; 147(2):64-67.

15.  Sasi S, Faraj H, Barazi R, et al. Endogenous endophthal-
mitis due fo Serratia marcescens secondary to late-onset empyema
Post-Cardiac surgery in an End-Stage renal disease patient on perito-
neal dialysis. Clin Case Rep. 2023 Feb 24,11(2):¢6997. doi: 10.1002/
ccr3.6997.

16.  Gadhiya KP, Goldman J, Panupong H, et al. Severe
skin infections due to Serratia marcescens: a case associated with
cat scratch in a patient with liver disease and review of the litera-
ture. Infect Dis Clin Pract. 2021;29(3):e146-¢150. doi: 10.1097/
1PC.0000000000000987.

17.  Khanna A, Khanna M, Aggarwal A. Serratia marcescens
- a rare opportunistic nosocomial pathogen and measures to limit its
spread in hospitalized patients. J Clin Diagn Res. 2013 Feb;7(2):243-
246. doi: 10.7860/JCDR/2013/5010.2737.

18, Tavares-Carreon F, De Anda-Mora K, Rojas-Barrera IC,
Andrade A. Serratia marcescens antibiotic resistance mechanisms
of an opportunistic pathogen: a literature review. PeerJ. 2023 Jan
5;11:¢14399. doi: 10.7717/peerj. 14399.

19.  Xie R, Ling Y, Huang Y, Qin L, Bao K, Qin X. A rare case
of successful treatment of peritoneal dialysis patient with Serratia
marcescens peritonitis without catheter removal: case report and liter-
ature review. Front Cell Infect Microbiol. 2024 May 30;14:1373036.
doi: 10.3389/fcimb.2024. 1373036.

20. Caron F, Isnard C, Thibon P, et al. Deployment of the
new FEUCAST/CA-SFM categorization of antibiograms: national
survey highlighting difficulties for both laboratories and prescribers.
Meédecine Mal Infect Form. 2024 Jun;3(2 Suppl):S48. French. doi:
10.1016/j.mmifmc.2024.04.095.

21.  Ivanova MD, Ivanov DD, Pirig LA. Clinical Prac-
tice Guideline Peritoneal Dialysis in Adults and Children, 2017
Summary of Clinical Practice Guidelines for Peritoneal Dialysis.
Kidneys. 2018,7(3):211-216. Ukrainian. doi: 10.22141/2307-
1257.7.3.2018. 140206.

Received 01.02.2025
Revised 21.03.2025
Accepted 26.03.2025 M

Hmaidouch Nabil, Ibn Sina University Hospital Center, Department of Nephrology Dialysis Kidney Transplantation, Mohammed V University of Rabat, Faculty of Medicine and Pharmacy of Rabat,

Morocco; e-mail: Hmaidouchn@gmail.com; https://orcid.org/0009-0004-1394-055X

Tahri Yassir, Ibn Sina University Hospital Center, Department of Nephrology Dialysis Kidney Transplantation, Mohammed V University of Rabat, Faculty of Medicine and Pharmacy of Rabat, Morocco;

https://orcid.org/0009-0009-8519-2032

Yacoubi Qods, Ibn Sina University Hospital Center, Department of Nephrology Dialysis Kidney Transplantation, Mohammed V University of Rabat, Faculty of Medicine and Pharmacy of Rabat, Morocco;

e-mail: Yacoubi.qods@gmail.com; https://orcid.org/0009-0006-0153-9608

Ouzeddoun Naima, Ibn Sina University Hospital Center, Department of Nephrology Dialysis Kidney Transplantation, Mohammed V University of Rabat, Faculty of Medicine and Pharmacy of Rabat,

Morocco; e-mail: Ouzeddounnaima@hotmail.ftr; https://orcid.org/0000-0003-2358-4697

Benamar Loubna, Ibn Sina University Hospital Center, Department of Nephrology Dialysis Kidney Transplantation, Mohammed V University of Rabat, Faculty of Medicine and Pharmacy of Rabat,

Morocco; e-mail: Louba.24@yahoo.fr; https://orcid.org/0000-0003-1998-0320

Conflicts of interests. Authors declare the absence of any conflicts of interests and own financial interest that might be construed to influence the results or interpretation of the manuscript.

94 Kidneys

Vol. 14, No. 1, 2025


https://www.zotero.org/google-docs/?0hUvNH
https://pubmed.ncbi.nlm.nih.gov/29928142/
https://pubmed.ncbi.nlm.nih.gov/29928142/
https://pubmed.ncbi.nlm.nih.gov/29928142/
https://pubmed.ncbi.nlm.nih.gov/35264029/
https://pubmed.ncbi.nlm.nih.gov/35264029/
https://pubmed.ncbi.nlm.nih.gov/35264029/
https://pubmed.ncbi.nlm.nih.gov/30665844/
https://pubmed.ncbi.nlm.nih.gov/30665844/
https://pubmed.ncbi.nlm.nih.gov/30665844/
https://pubmed.ncbi.nlm.nih.gov/30665844/
https://pubmed.ncbi.nlm.nih.gov/30665844/
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
http://doi.org/10.1681/ASN.20233411S11089b
https://pubmed.ncbi.nlm.nih.gov/24497589/
https://pubmed.ncbi.nlm.nih.gov/24497589/
https://pubmed.ncbi.nlm.nih.gov/24497589/
https://pubmed.ncbi.nlm.nih.gov/24497589/
https://pubmed.ncbi.nlm.nih.gov/16623419/
https://pubmed.ncbi.nlm.nih.gov/16623419/
https://pubmed.ncbi.nlm.nih.gov/16623419/
https://pubmed.ncbi.nlm.nih.gov/28583107/
https://pubmed.ncbi.nlm.nih.gov/28583107/
https://pubmed.ncbi.nlm.nih.gov/28583107/
https://pubmed.ncbi.nlm.nih.gov/11136167/
https://pubmed.ncbi.nlm.nih.gov/11136167/
https://pubmed.ncbi.nlm.nih.gov/11136167/
https://pubmed.ncbi.nlm.nih.gov/11136167/
https://pubmed.ncbi.nlm.nih.gov/18032790/
https://pubmed.ncbi.nlm.nih.gov/18032790/
https://pubmed.ncbi.nlm.nih.gov/18032790/
https://pubmed.ncbi.nlm.nih.gov/18032790/
https://pubmed.ncbi.nlm.nih.gov/33231968/
https://pubmed.ncbi.nlm.nih.gov/33231968/
https://pubmed.ncbi.nlm.nih.gov/15040260/
https://pubmed.ncbi.nlm.nih.gov/15040260/
https://pubmed.ncbi.nlm.nih.gov/15040260/
https://pubmed.ncbi.nlm.nih.gov/27147287/
https://pubmed.ncbi.nlm.nih.gov/27147287/
https://pubmed.ncbi.nlm.nih.gov/27147287/
https://pubmed.ncbi.nlm.nih.gov/34157941/
https://pubmed.ncbi.nlm.nih.gov/34157941/
https://pubmed.ncbi.nlm.nih.gov/34157941/
https://pubmed.ncbi.nlm.nih.gov/34157941/
https://pubmed.ncbi.nlm.nih.gov/7897290/
https://pubmed.ncbi.nlm.nih.gov/7897290/
https://pubmed.ncbi.nlm.nih.gov/7897290/
https://pubmed.ncbi.nlm.nih.gov/7897290/
https://pubmed.ncbi.nlm.nih.gov/36852121/
https://pubmed.ncbi.nlm.nih.gov/36852121/
https://pubmed.ncbi.nlm.nih.gov/36852121/
https://pubmed.ncbi.nlm.nih.gov/36852121/
https://pubmed.ncbi.nlm.nih.gov/36852121/
http://doi.org/10.1097/IPC.0000000000000987
http://doi.org/10.1097/IPC.0000000000000987
http://doi.org/10.1097/IPC.0000000000000987
http://doi.org/10.1097/IPC.0000000000000987
http://doi.org/10.1097/IPC.0000000000000987
https://pubmed.ncbi.nlm.nih.gov/23543704/
https://pubmed.ncbi.nlm.nih.gov/23543704/
https://pubmed.ncbi.nlm.nih.gov/23543704/
https://pubmed.ncbi.nlm.nih.gov/23543704/
https://pubmed.ncbi.nlm.nih.gov/36627920/
https://pubmed.ncbi.nlm.nih.gov/36627920/
https://pubmed.ncbi.nlm.nih.gov/36627920/
https://pubmed.ncbi.nlm.nih.gov/36627920/
https://pubmed.ncbi.nlm.nih.gov/38873095/
https://pubmed.ncbi.nlm.nih.gov/38873095/
https://pubmed.ncbi.nlm.nih.gov/38873095/
https://pubmed.ncbi.nlm.nih.gov/38873095/
https://pubmed.ncbi.nlm.nih.gov/38873095/
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.1016/j.mmifmc.2024.04.095
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
https://doi.org/10.22141/2307-1257.7.3.2018.140206
mailto:Hmaidouchn@gmail.com
https://orcid.org/0009-0009-8519-2032
mailto:saraelmkl@gmail.com
mailto:ouzeddounnaima@hotmail.fr
https://orcid.org/0000-0003-2358-4697
mailto:Louba24@yahoo.fr
https://orcid.org/0000-0003-1998-0320

KaiHiyHe cnocTtepexeHHs / Clinical Observation

Hmaidouch Nabil, Tahri Yassir, Yacoubi Qods, Ouzeddoun Naima, Benamar Loubna
Ibn Sina University Hospital Center, Department of Nephrology Dialysis Kidney Transplantation, Rabat, Morocco
Mohammed V University of Rabat, Faculty of Medicine and Pharmacy of Rabat, Morocco

Pe3yAbTATU AIKYBAHHS NALIEHTIB i3 NOBTOPHUM MEPUTOHITOM NPU NEPUTOHEAABHOMY AiCAI3i:
3BIT NPO 3 BUNOAKMN

Pesiome. IleputoHit € ofHiM i3 HaGLILII MOIIMPEHNX Ta Cep-
O3HMX yCKJIaHEHb NiepuToHeanbHoro aianisy (I11), 1o 3HayHO
BIUIMBAE HA BIDKUBAHHS TIEPUTOHEATbHOI MEMOpaHU Ta, BiAMOBI/I-
HO, 3araJIbHUi ycIix aianizy. [IoBTopHUI1 NEPUTOHIT, BUBHAYEHU I
SIK BUHUKHEHHSI {HIIOTO eri30/1y MEepUTOHITY 4Yepe3 Oiiblle Hix
YOTUPHU TYKHI MIC/IS 3aBEpILICHHS JIIKyBaHHSI ITOIIEPEIHBOTO eITi-
301y, YacTO MOTpedye BUIaIeHHs KaTeTepa. HaiGinbin mommpe-
HUMU NAaTOreHaMM € ILKipHi 6akTepii, IK-0T Staphylococcus aureus
Ta KoaryJja3oHeraTuBHi ctailokoku, xoua iHii 6akTepii, Harpu-
xnan Escherichia coli (E.coli) Ta Serratia marcescens (SM), Takox
CTaHOBJISTh 3HAYHY 3arp03y, 0COOJIMBO MPU PELIUINUBAX i TOTAHOMY
nporHo3i. [ToBinoMseHo nMpo Tpu BUMAIKW MOBTOPHOTO MEPUTO-
HIiTy, CIIPUYMHEHOTO Pi3HUMM TIaTOTeHaMM, 10 B KiHIIEBOMY TTilI-
CcyMKYy npu3Besio 1o BunaneHHs [1/]-karetepa. [lepmuit Bumamok
cTaBcsl B 45-pivyHOI XKiHKU 3 MOBTOpHMMU iH(peKkuiamu E.coli Ta
SM, y sxiii, He3BaXXaloun Ha aHTUOIOTMKOTEpAITilo, MEPUTOHIT

peLMINBYBaB, IO TMPU3BEJIO MO0 BUIAJICHHS Katerepa. [pyrumii
BUITIAZOK CTOCYBaBCsI 17-pivyHOI MALliEHTKA 3 TTOBTOPHOIO iH(eK-
uieto SM; niKyBaHHS BKJIIOUAJIO BUAAJIEHHS KaTeTepa Ta yCIillHYy
iioro 3amiHy. OcTaHHiil BUMaAOK onucye 74-piyHOro 4osioBiKa 3
YUCJICHHUMM eIMi30[aMu TIEPUTOHITY, CIPUIUHEHUMH Pi3SHUMU
BUnamu Staphylococcus, 1110 IPU3BENO 10 TSXKKUX YCKIaTHEHb, 30-
KpeMa KaHAUI03HOi cyrnepiHdekllii, i moTpedyBao siK BUAAICHHS
KaTeTepa, Tak i nepexoay Ha remonianis. Lli Bunmagku minkpecio-
I0Th TPYTHOILi B JIiKyBaHHi MOBTOPHOTO MEPUTOHITY 1 BaXJTUBICTb
CBOEYACHOTO BUAAJICHHS KaTeTepa JJIsl 3aMo0iraHHs MOogabIIuM
YCKJIAIHEHHSM 1 MOJIMIIEHHs pe3yJabTatiB Uil naiieHTiB. Kpim
TOrO, BOHM aKIEHTYIOTb HEOOXiIHICTh KOMIUIEKCHOTO MOHITO-
PUHTY Ta HaJIEXXHOI aHTUOAKTepiaIbHOI Tepartii Ui 3armo0iraHHs
peLuarBaM MEPUTOHITY B MALli€EHTIB, sIKi TpoxoasTh [1/1.
Ki11090Bi c/10Ba: nosTopHMil IEPUTOHIT; TEPUTOHEANbHUIA Jlia-
J1i3; BUAJIEHHs KaTeTepa; reMoiai3

Vol. 14, No. 1, 2025

http://kidneys.zaslavsky.com.ua 95



